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g‘ MISSOURI DIVISION OF HEALTH — STANDARD CERT!FICATE OF DEATH
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'é EPARTMENT OF PUBLIC HMEALTH AF_ID WELFARE . . o \5.0_0 f’ STATE FILE NUMBER
Registration District No oo .o =70 _Primary Registration District- No, _ s G _.Regllh‘lr’l Na - A -

DO NOT WRITE. -
ON THiS STUB AMENDED

1. PLACE OF DEATH N 2. USUAL RES"'ENCE (Whero deceaud lived. If institution: “Residence before

a. COUNTY ST. IIOUIS B a. STATE Ma H COUNTY 67" Lau} s admlsaion)

b. c(l)gr {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b e. CITY inside Limits

TOWN 23 DAYS TgawN mvm qu No O
c. FHUOLéP';‘m.EO%F (Ifmmg %‘DMETRATION laside Limits d. :LEEREETSS (¢ cutside, give location) Reside on Farm
INSTITUTION HOSPTTAL Yes ﬁ No E | oBop YARGER Yes [ No

3. NAME OF DECEASED Firat Middle Last 4, DA":I'E Month Day Year

{Type or print} DDA
IFEISS EATH 8 10 63
5. SEX ' 6. COLOR OR'RACE 7. Morried DY Never Married (] 18, DATE OF BIRTH | 9 AGE (last birthdey) | IF UNDER | YEAR iF UNDER 24 HR
WHITE Widowed [ Divorced 9-13-95]. 6"{ YRS | Montha | Doy I Hours | Min.

“Tha. USUAL GCCUPATION (Give Kind of work done | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stets of country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) ’
_ENGINEER 11IS_GOVERMENT |

130. FATHER'S NAME 135, MOTHER'S MAIDEN NAME ; 14, NAME OF HUSBAND OR WIFE

ANN4A KOMMER MARTE REIFEISS
T R B A T R S ARMED TORCEST 16. SOCIAL SECURITY NO. | V7. TNARIANT F Join ]
{Yas, mnknown)} {If yes, giwtmr dates of
s, 28 ;
- 18, CAUSE OF DEATH (Enter only ons cause per T - INTERVAL BETWEEN
WD DEATH

PART I. .DEATH WAS CAUSEQ BY: BRONCHOPHEUMON[IIA

IMMEDIATE CAUSE (a}

V5 300
Rev. 4/59

'dog0
Yoan

DATE AMENDED

DOCUMENT

ACUTE CERFBRAL VASCULA INSUFFICIENCY " honNe STAND
it ]

above cause (), ' PABES ‘DORSALIS . o e T.ONG STANDIN

stating the under-
Iying causs last, DR TO (<)

JPART 1l. OTHER SIGNIFICANT CONDI‘I’IDNS CONTRIEUTING TO DEAYW but not relsted to the ferminel PART Iit. i -decsssad wos female was
disease condition given in PART | (a) thers a pragnancy in last 90 days

. ﬁ‘l‘n ] 0. e | O Unknown

19, WAS AUTOPSY | 20a. ACCIDEMT SUICIDE  HOMICIDE 20b. DESCRIBE HOW 1NJURY OCCURRED. [Enter nature of injury in PART 1 or PART 11 of item 186.)
PERFORMED ] O m]
YES[] NO

20c, TIME OF  Houl  Month, Day, Yeer |
INJURY am.
p.m.
) Foe. FLACE OF INJURY (a.g., in or about home, | 20F, CITY, TOWN, OR LOCATION COUNTY
20d.‘ wﬁ?L%YA?cﬁg%‘}(E% farm, foctery, street, office bidg., etc) !
NOT WHILE AT-WORK [J

Fat s,

i o BalOaB3 KOGXHNE D
21.7 | attended the di t
L ¥

m on the date stated above, and'to the beat of my knowledge, from the causes stated.
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" MEDICAL CERTIFICATION

-Death occurred

USE BLACK INK

-22s. SIGNATURE *22b. ADDRESS 22c. DATE SIGNED

CLIFFORD R. GILPIN, M.D. | VAR JEFFERSON BARRACKS, HO. 8-10-63
23a. BURIAL, CREMATION, | 23b. DATE Z3c. NAME OF CEMETERY OR-GROMAFERY: "23d LOCATION (City, town, or counrv} ) (Srate)
REMOVAL (Specify) /6. 7 -

NERAL DIRECTOR Al 25. DATE RECD élOCZREG

ey S ESE

SHOULD READ

TYPEWRITER RIBEON

BY AFFIDAVIT OF

ITEM NO.

(Licemed-imhllmer s Statement on Reverws Side)
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_STATEMENTY BY LICENSED EMBA[MEI! -

PRE— .- . ...-...u

| hereby certify that the bon whose ngrpe,?g_gqg_orc!gdyq;the reverse side of this certificate was embalmed py'me,

or by.v Su‘.lden_t Embalmer No.

working under-my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No

. ] T pP.O. Addresswgg %

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revacation of license).- .

if embalmed by a-STUDENT, he also shall sign-in his OWN handwrmng

i this body is not embalmied; fact .should be so stated above. ~ *°
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